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(First of a three-part series) 


By CAROL LACEY 
Staff Writer 

Janet had left her husband. 
She was incredibly depressed. 
She had been seeing a therapist 
before, but now she felt the 
need to see him two or three 
times a week. 

During their sessions togcth- 
H er the therapist used to stare at 


her, to flirt with her. About all 
they talked about was sex. He’d 
tease her, “Don’t think you can 
get out of here without a hug 
and a kiss.” 

v She found it a real ego boost 
! to think of him as her lover. 

When the relationship moved 
in that direction, things didn’t 
work out well. Still, he needed 
her. He even helped set a place 
for her , . . and the two of 


era pi st 


them when they could get 
together. 

Janet became increasingly 
dissatisfied. The relationship 
wasn’t getting anywhere. Most 
of their friends were his former 
patients. And, she found he was 
lying to her. 

She felt helpless, with 
nowhere to turn. Still she kept 
seeing him. 

See Therapy, Page 13 


I 


he rapy -Erotic contact not 


Continued from Page 10 

For patients like Janet, being 
1 turned on” in' therapy can be a 
s sat ripoff. Not only does it eas- 
iiy lead therapist and client 
into a damaging relationship, 
but, sexual intentions blot out 
any prospects that therapy is 
going on. 

That’ was ' the. conclusion 
drawn by leaders and .partici- 
pants in an institute or eroti- 
cism 'and therapy held as part 
of the Minnesota Social Service 

Association annual . meeting in 
Minneapolis. The three-day con- 
ference concluded Wednesday. 

The professionals from Walk-In 
. Counseling Center, Minneapolis, 
and other agencies, made it clear 
: that they were not talking about 
. those types of therapy situations 
f where the client is seeking help 
for specific sexual problems, situ- 
ations where sex surrogates or 
. overt sexual activity may be on 
element of therapy. . 

V?hat they’re talking about Is 
the : therapy session where clients 
come in iorprofessional help with 
personal problems. In. such a set- 
f.ing the possibility of sexual en- 
rou^texs most likely doesn’t even 
rcW. the client’s mind r- and cer- 
. i«ly. is not usually expected as 
part of the therapy routine. 

It may happen in the first meet- 
ing. or it may build up gradually 
over a long period of time. How- 
ever. what develops is specific., 

• unmistakable activity with sexual 
' intentions. Whether it’s hugging 
and kissing, heavy petting, or 
whether it leads into bed, erotic 
contact hurts both patient and 
•therapist, workshop participants 
agreed. \ 

There’s no evidence which links 
erotic behavior to a particular 
therapeutic theory — Gestalt, be- 
havior modification, Fruedian, 
whatever, according to John 
Grade, administrative fellow in 
the University of Minnesota 
school of social work. * 

In some of the contemporary 
approaches, there may be a lot of 
touching, even hugging. When this 
happens without sexual intentions, 
it can be a real help for the 
patient, workshop participants 
agreed. 

Freudian approaches using 
transference techniques may re- 
sult in the patient mistaking grow- 
ing positive feelings of a good 
therapeutic relationship for 
“being in love” with the therapist. 

•Whatever the approach, it is im- 
portant for the therapist to realize 
what is happening and to keep it 
within the boundaries of a healthy 
therapeutic relationship, partici- 
pants said. 

If there are any sexual over- 


tones. no matter how subtle, they 
will be picked up and the future of 
the therapy will be jeopardized, if 
not destroyed. 

But there do seem to be two dis- 
tinct types of therapists who try to 
turn their patients on, according 
to Grace. : 

“First,” he said, “there is the 
cult figure who regularly and sys- 
tematically instigates erotic con- 
tacts with cleints as part of 'prop- 
er psychotherapy.’ ” , ' 

“Clients are often encouraged 
or intimidated into erotic beha- 
viors by the therapist’s obvious so- 
cial status and presumed profes- 
sional competence,” he said. 

Tbe other type of therapist, he 
continued, is the "depressed, lone- 
ly professional who acts out 
behaviorally." 

“A number of case studies,” he 
noted, “indicated therapists were 
experiencing marital problems 
prior to or during their sexual Ha- 
sons with clients.” 

The most common situation in- 
volves a woman client and male 
therapist, Grace indicated. 

Researchers aren’t clear why 
this is the most common pattern. 

It may be because of the low num- 
ber of female therapists or of the 
relative number of women and 
men in therapy. 

Perhaps more important is the 
extreme vulnerability of the wom- 
an client and tbe towering author- 
ity with which the therapist 
possesses her. 

In a landmark study that has. 
gained national acclaim, Betsy 
Belote of the California Institute, 
of Psychology developed a typical 
client profile. 

From interviews and psycholog- 
ical testing of 25 women who had 
erotic contacts with their male 
psychotherapists she drew a typi- 
cal female client profile. She 
found the majority were in “awe 
of their therapists” and felt “help- 
less and emotionally dependent” 
upon them. 

They were unmarried, separat- 
ed and living alone. They were 
unemployed either as students, or 
as housewives and mothers. They 
had attended college or had grad- 
uated from college and were an 
average of 16 Vz years younger 
than their therapists. 

They were above average in 
physical attractiveness and con- 
ventional and feminine in their 
grooming and dress. * 

“They sought therapy because 
they were depressed and did not 
know where else to turn,*’ Belote 
reported. “They were nonor- 
gasmic with their therapists and 
in all other sexual relationships . * 
. and felt that having sex with 
their therapists meant that they 
were very ‘special’ and that tills 
was a validation of their self 
worth.” 


Such subjects fit the criteria for 
masochistic behavior and “hyster- 
ical personality” which are sur- 
prisingly close to the traditional 
definition of “healthy femininity” 
in our society, according to 
Belote. And that makes sexual in- 
timacy between female clients 
and male, therapists all the more 
debilitating. 

Local professionals see the 
types of personalities and back- 
grounds as more diverse than 
Belote. 

“A good many clients we see 
are typically open to exploilftion 
of various kinas,” agreed Martha 
Hughes, counselor at the Walk-In 
Counseling Center. “It relates to 
the kind of seif-concept they have 
. . . but it doesn’t excuse the ther- 
apist in any way from exploiting 
them.” 

Until recently, such activities 
were considered bizarre and so 
rare that they were hardly worth 
considering. 

However, while reporting of 
erotic incident > still uncommon 

and while those studies that do ex- 
ist aren't completely reliable, evi- 
dence that gives solid clues to the 
nature and extent of the problem 
is beginning to surface. 

They show that among health 
professionals — physicians and 
nurses as well as therapists — 
anywhere from 5 to 60 per cent 
engage in some sort of erotic be- 
havior with their patients. Of 
these, a very low percentage — 
from 2 to 5 per cent — actually 
engage in sexual intercourse. 

And, Grace continued, at least . 
one fifth of these health profes- 
sionals believe such activity may 
be helpful to their patients. 

He didn’t take the problem seri- 
ously at first because it seemed so 
sensational. “The sense of absurd- 
ity . . . the thought that these 
women must be fabricating this . 

. . is one of tho hardest things to 
overcome, ” he said. 

“But it’s real,” he said, “and it’s 
serious.” 

(Friday Pioneer Press: Reac- 
tions to the problem.) 
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no cure for patient 


(Second of a three-part series) 

By CAROL LACEY 
Staff Writer 

No matter how good it may 
seem at the time, sexual contacts 
between therapist and client end 
up as a bummer for them both. 

That was the consensus of parti- 
cipants in an institute on eroti- 
cism ‘in therapy at the Minnesota 
Social Service Association confer- 
ence in Minneapolis this week. 

“As far as I’m concerned, two 
consenting adults can do anything 
they want,” said Minna Shapiro, 
social work supervisor with Fami- 
ly and Children's Service, Minne- 
apolis. 

• . the idea of an unequal rela- 
tionship that bothers me," she 
said.. “It makes the situation al- 
iflost like child molesting.” 

■ Vern Devine of Hennepin Coun- 
ty; ^Medical Center agreed, and 
ryointed out that therapists, usual- 
ly-male, have considerable power 
and authority over their clients in 
a counseling situation. 

Oflce it has happened, women 
clients react similarly to women 
rape, victims, observed Jeanette 
Milgrom, community coordinator 
pfrtfe Walk-In Counseling Center 
aqd .po-learier of a support group 
for victims of therapists’ assaults. 

; The first reaction, she said, is 
guilt ’and shame. “Women wonder 
v?hat might happen to the thera- 
1st and his family, what might 
appen to their own family,” she 
said. 

“Much of the guilt centers on 
feelings of having been seduc- 
tive , - V she continued, “having 
SCrhwed up the therapist’s life, 
having enticed the therapist to 
‘cheat’ on bis wife.” „ 

“Some clients are almost ob- 
sessed with feelings of responsibil- 
ity; -and totally ignore that the 
therapist, as a professional, is sup- 
posedly in charge of the treatment 
and guided by a code of ethics,” 
Milgrom said. 

Also, she added, some of the 
guilt and shame comes because 
women have been enticed Into 
sCxflal behavior they generally 
have not condoned. 

Then, particularly if the woman 
has stopped seeing her therapist, 
she may feel a deep sense of grief, 
Milgrcm continued. 

“Some entered therapy looking 
for a parent, thought they’d found 
it, only to become incestUously \n- 
volvcd with their newly found 
parent,” she said. 


More commonly, the grief is 
over the loss of the “close and 
long-term relationship which has 
been thrown overboard in a few 
minutes.” 

“This grief can be as strong as 
the grief after death of someone 
close or the grief after divorce,” 
Milgrain said. 

“Some clients,” she said, “are 
unable to handle this sort of grief 
and refuse to separate from the 
therapist.” 

Clients also may feel angry 
about a variety of things. “They 
may be angry at the therapist 
whom they trusted and who be- 
trayed them,” she said. “They 
may be angry when they realize 
that no treatment was going on . . 

. which often is the case when 
there is sex involvement.” 

Women find themselves an- 
gered over lack of ways to judge a 
therapist. They feel that the thera- 
pist is able to set up all the 
“rules” and that his power over 
them continues even after thera- 
py- 

Women also fear reprecussions, 
Milgrom said. They are afraid 
someone — husband, boy friend, 
family or the community — will 
“reject them for having been in- 
volved in illicit sex.” 

They worry about what the 
therapist will do after treatment 
— and often for good reason, Mil- 
grom indicated. “In some in- 
stances locally,” she said, "they 
have been harassed by the thera- 
pist or some of his other clients. 
Once word has leaked out, some 
therapists attempt to conduct 
pressure campaigns against ex- 
clients and those assisting them. 
Ex-clients may be pawns in this 
vicious game. 

“Since low self-esteem and de- 
pression are two of the most com- 
mon problems which lead people 
to seek therapy,” she continued, 
“It is sad when therapy adds to 
these problems. „ ** - 

“Some exploitive therapists in- 
terpret a client’s unwillingness to 
become sexually involved as an- 
other illustration of their ‘inabili- 
ty to love’ or to* 'accept love,’ ” 
Milgrom said, “The client’s anxie- 
ty is interpreted as further proof 
•of this ‘neurotic’ problem.” 

Also, she said, “the therapist of- 
ten leads the women to believe 
he’s the only one who can help her 
. . . and then leaves her stranded.” 

Out of this all comes consider- 
able ambivalence and confusion. 


Even those who felt that the ther- 
apist was helpful to them find 
they would like to confront him to 
clear up confusion and settle their 
minds. 

“Did he really care about me or 
was I just a sex object? Is he sick? 
Is he evil? Why me? What attract- 
ed him to me? Does he do this 
with other women? How many?” 
are some of the questions women 
need answered. 

Reliable information on the 
psychological effects of erotic in- 
; volvement for the therapist is 
scarce, reported John Grace, ad- 
ministrative fellow at the Univer- 
sity of Minnesota school of social 
work. 

But it can happen even to a 
therapist who mav abhor sexual 
relationships between therapist 
and client because, at some point 
in his life, he becomes vulnerable. 

A client keeps coming in. He 
finds himself happier and happier 
seeing this person. Therapy ses- 
sions become mutually reinforc- 
ing. 

The therapist rationalizes, 
“What this person needs is some- 
one who really cares.” 

But before he realizes it, gradu- 
ally, he becomes more and more 
sexually involved. Only after he is 
in deep does he become aware of 
what has happened. 

He feels guilty. He doesn’t know 
what to do. He feels isolated from 
other professionals. He wouldn’t 
dare talk about it to anyone. 

Shapiro suggested therapists 
ask themselves a few questions 
about their practice. “Do you 
treat a particular client different- 
ly? Are you less confrontive with 
a particular client? Do you have 
special protective feelings toward 
her, do you bend the rules, take 
her out, suggest she continue In. 
longer-term therapy?” 

Sometimes, Shapiro observed, 
she has been sitting in on an inter- 
view where the worker “knew he 
was in trouble.” 

“It was expressed in ambiv- 
alence . . . talking about going out 
to dinner with the client,” she 
said. “The response of the^thera- 

f >ist was not clear . . . there were a 
ot of double meanings.” 

“Even with limited physical 
contact,” she said, “The situation 
was obviously misleading anc 
nonlherapeutic.” x 

Non-psychological issues, Grace 
indicated, are “more clear-cut.” 

Saturday Pioneer Press: Cli- 
ents and therapists coming to 
grips with ihe problem. 
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Therapists confront 
fact of erotic feelings 


(Last of a three-part series) 

By CAROL LACEY 
Staff Writer 

“Erotic feelings . . . like other 
feelings . . . occur in all of us. We 
can't plan for the right time or 
place for them to occur,” Minna 
Shapiro told colleagues in Minne- 
apolis this week. 

A social worker and supervisor 
with Family and Children’s Ser- 
vice, Minneapolis, she participat- 
ed in an institute on eroticism in 
therapy at the Minnesota Social 
Services Association conference. 

“Erotic feelings happen in 
therapy,” she said. “We have to 
face that fact . . . and then act in 
the best interests of the client and 
ourselves.” 

This problem is not unique to 
therapists. It happens to others— 
lawyers, dentists, even fathers. 

One the reason why people have 
problems in dealing with this is 
that the culture in which they live 
also has problems dealing with it, 
pointed out Vern Devine of Henne- 
pin County Medical Center. 

“We do not comfortably accept 
the normality of sexual feelings,” 
he said. “We have grown up with 
the notion that erotic feelings are 
to be associated with love. 

“But,” he continued, “erotic 
feelings are an everyday activity. 

“If we recognized that these 
feelings existed,” Devine said, 
“acting on them might be at a 
I much lower incidence.” 


For professional therapists, it’s 
imperative to “own up to and deal 
with these feelings rather than 
just shoving them under the rug,” 
Shapiro said. 

“It’s the therapists’s responsi- 
bility to know what he’s about,” 
Shapiro said. “If he’s ‘turned on” 
by a woman, he should know it 
and know how to handle it. 

“The key,” she said, “is knowing 
how a person can be turned on, yet 
control the situation so he or she is 
not seduced.” 

The therapist has the responsi- 
bility to remember that the client 
is “more vulnerable” than he, she 
said. 

“Many times the client is alone- 
ly, needy person who doesn’t value 
herself/’ 

And, in a situation where the 
therapist is giving full attention 
and concern, it’s not uncommon 
that good feelings should be mis- 
taken for loye. 

It’s completely up to the thera- 
pist, she said, to spell out clearly 
the “boundaries and behavior” al- 
lowable in the therapeutic situa- 
tion. 

“Sometimes I have found it 
helpful to be blunt about it,” said 
Gary Schoener, executive director 
of Walk-In Counseling Center, 
Inc., Minneapolis. 

He tells his client, ‘Tm really 
not going to get involved with you. 

“Clients have to do some reality 
testing,” Schoener said. “Once 


they hear you say ‘no/ they can go 
on to other things.” 

If therapists can’t do this on 
their own, they may need help, 
Shapiro indicated. 

They may ask for transfer of 
the client to another therapist — 
although sometimes, if this is done 
with no discussion of the problem 
with the client or the next thera- 
pist, it can create severe problems 
for both client and therapist. 

Or, the therapist might discuss 
the situation openly with the cli- 
ent and discuss alternatives to 
dealing with it. 

Another approach is to call in 
another therapist and work with 
the client together for a time. 

One solution that doesn’ work at 
all is for therapist and client to 
ignore the problem and try to go 
on, pretending it doesn’t exist. 

“Whenever I encounter people 
in therapy who do a lot of touch- 
ing — lapsitting, hugging, 
whatever,” Devine said, “if they 
don’t address the Issue of sexual 
feelings, I have a great deal of 
skepticism about the legitimacy 
of what they’re trying to do.” 

And, if male therapists are 
more commonly involved in this 
kind of activity, it is interesting to 
note that women therapists seem 
more comfortable in handling 
such a touchy situation, Shapiro 
indicated. 


See Therapy, Page 8 
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Center combats therapist-client sex 



By MOLLY MacGREGOR 


The relationship between patient 
and doctor is one traditionally char- 
acterized by trust and confidentiality. 
But for clients who become sexually 
involved with mental health thera- 
pists, that relationship takes on some 
emotional and legal characteristics 
seen more often in cases of rape. 

The incidence of sexual encounter 
is not uncommon. And clients, like 
rape victims, often suffer from guilt, 
depression and anxiety. Also like rape 
victims, clients often are hesitant to 
take action against the therapist, even 
though legal and professional re- 
course is available. 

The Walk-In Counseling Center at 
2421 Chicago Av. So. has a reputa- 
tion of responding to unusual prob- 
lems and clients. The center first 
tackled this problem a year ago, when 
Jeanette Milgrom, a social worker 
and community coordinator for the 
center, founded a group for women 
who had been sexually involved with 
their therapists. She is now recruiting 
women to start a second group to 
meet this spring. 

Sexual encounters may occur 
within the therapy session, or outside 
it, and don’t necessarily include inter- 
course. 

“We feel any erotic involvement is 
in the same bag psychologically as 
actual intercourse for the client, ’’ 
Milgrom said. 

Although sexual encounters some- 
times occur between female therapists 
and male clients, and between same- 
sex therapist/client relationships, the 
most common such relationship is be- 
tween a male therapist and female 
client. 

Incidence of such encounters is 
hard to measure, according to Mil- 
grom. In a 1973 survey of psychia- 
trists, 50 percent said they know of 
specific incidents of erotic behavior 
between client and therapist, al- 
though none had reported it to a pro- 
fessional organization. Another ten 
percent said they had engaged in 
sexual behavior with clients, but only 
5 percent reported having intercourse 
with clients. 

“Many people assume that if a 
woman gets involved sexually with a 
therapist, it's because she has come to 
the therapist for help with a sexual 
problem. But in all the cases we know 
of, s/rx was not the problem for the 
woman/’ Milgrom said. ~ 

: • therapists^-are 

and anxiety, Milgrom 

said. 

Women who have sought help from 
the Walk-In Counseling Center have 
tended to be intelligent, attractive and 
well-educated. Milgrom considers the 
University population one of the larg- 
est single groups in which women who 
have been involved with their thera- 
pists maybe found. 

And incidences of sexual encoun- 
ters between client and therapists 
happen to psychiatrists, psycholo- 


gists, social workers, chemical depen- 
dency counselors and even clergy 
working as counselors, Milgrom-said. 

Milgrom uses the concept of the 
Freudian father-figure to describe the 
relationship between a male therapist 
and female client. Power relation- 
ships and role expectations are very 
different in other situations, she said. 

“According to the average picture, 
the male therapist is 16-and-a-half 
years older than the woman client,” 
Milgrom said. “He pays attention to 
her, listens to her, and hears all her 
secrets and most intimate problems. 

“And the woman tends to assume 
that he must know what he’s doing; 
he’s studied for a long time and has a 
professional reputation, and besides, 
the woman thinks, he has that code of 
ethics up on the wall,” Milgrom said. 
So a woman may not question what 
the therapist says, or suggests— even 
when it extends to sexual activity.” ’ 
-This attUude, Milgrom said, is both 
^hicand^unfortunate^Sexual behav- 
ior between clients and therapists 
under almost any set of circumstances 
is frowned upon by all professional 
branches. And in the case of the psy- 
chiatrist, who is subject to the same 
legal restrictions as physicians, there 
is legal precedence for malpractice 
charges to be filed when evidence of 
sexual behavior between client and 
therapist exists. 

“The first thing I tell people when 
they come to us is that I think sex be- 
tween client and therapist is wrong in 
all cases. 1 don’t care how seductive 
the woman feds she has been, it is 


Jeanette Milgrom 


Photo by David Gronbeck 

simply wrong for the therapist in all 
cases,” Milgrom said. 

The Walk-In Counseling Center 
primarily offers emotional support 
for women who have come from a 
sexual relationship with a therapist. 
The center docs not encourage 
anyone to seek legal or professional 
action against the former therapist, 
but will help any client who decides to 
do so, 

“I won’t even ask the therapist’s 
name unless the client wants to tell 
me,” Milgrom said. “If the client is 
in a deep, deep depression, which is 
often*he case, we care only.about her 
emotional health.” 

Part of the reason the center docs 
not encourage the client to take action 
is because the process for legal suits 
and professional hearings is long and 
taxing on the client. 

in fact, the. trial itself may be the 
easiest part of the legal action, ac- 
cording to Philip Octts, a Minneapo- 
• lis attorney who has worked on such 
cases. Before the trial, the client must 
submit to examination by ihe other 
side’s attorney, and possibly by the 
other side’s psychiatrists, he said. 

Sexual encounters between client 
and therapist are as difficult to pre- 
vent as they are to discover, Milgrom 
said. 

“You can’t get references from 
other satisfied customers before going 
to the therapist,” Milgrom said. 

“But if women know this kind of 
thing happens, as least in some cases, 
they might not walk in as innocent- 
ly,” she said. 


